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ABSTRACT
Objectives To explore the services National Health Service
(NHS)-based sport and exercise medicine (SEM) clinics can
offer, and the barriers to creating and integrating SEM
services into the NHS.
Methods Semi-structured interviews were undertaken to
collect data from identified ‘stakeholders’. Stakeholders
were identified as individuals who had experience and
knowledge of the speciality of SEM and the NHS. An
inductive thematic analysis approach was taken to analyse
the data.
Results N=15 stakeholder interviews. The management of
musculoskeletal (MSK) injuries (both acute and chronic) and
concussion were highlighted as the two key services that
SEM clinics can offer that would most benefit the NHS. MSK
ultrasound was also mentioned by all stakeholders as
a critical service that SEM clinics should provide. While
exercise medicine is an integral part of SEM, SEM clinics
should perhaps not have a heavy exercise medicine focus.
The key barriers to setting up SEM clinics were stated to be
convincing NHS management, conflict with other
specialities and a lack of awareness of the speciality.
Conclusion The management of acute MSK injuries and
concussion should be the cornerstone of SEM services,
ideally with the ability to provide MSK ultrasound. Education
of others on the speciality of SEM, confirming consistent
‘unique selling points’ of SEM clinics and promoting how
SEM can add value to the NHS is vital. If the successful
integration of SEM into the NHS is not widely achieved, we
risk the NHS not receiving all the benefits that SEM can
provide to the healthcare system.
INTRODUCTION
Sport and exercise medicine (SEM) was estab-
lished as an independent medical speciality in
the UK in 2005 as an important aspect of the
London 2012 Olympic Games health legacy
commitment.1 2 There are many facets to the
speciality, which is reflected in the breadth of
the training programme (figure 1).3 4
Decline of SEM in the NHS?
There are now over 147 SEM doctors on the
General Medical Council Specialist Register,
and every year approximately nine new specia-
list trainees begin training in the UK.5 6 In
recent years, there has been a decline in growth
of the speciality, highlighted by a loss of SEM
training posts in Scotland and Wales.7 8 This
drop can be attributed to several factors such as
the loss of momentum following the London
2012 Olympic games (a similar loss of momen-
tum has been observed after previous olympic
events).9 Perhaps due to the low number of
National Health Service (NHS) SEM posts,
themajority of SEM trainees work in the private
sector once they become consultants, and,
anecdotally, some no longer work within NHS
settings at all despite the fact that many view it
as a desirable work setting.10
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What are the new findings?
► Providing expert care of MSK injuries and of
concussion are deemed the two key services that
SEM clinics can provide for NHS.
► While exercise medicine is an essential part of the
SEM speciality, it should perhaps not be a focus of
SEM clinics.
► Convincing management, resistance from other
specialities and lack of knowledge of the speciality
were listed as key barriers to integrating SEM into
the NHS.
► Educating about SEM clinics is vital to its success.
We need more formal clarification of the ‘unique
selling point’ of SEM clinics, and this advertised
more widely.
How it might help clinical practice in the
future?
► The findings of this study could be used to influence
the SEM registrar curriculum to include information
on setting up SEM clinics in order to empower newly
qualified SEM consultants to feel more comfortable
setting up SEM services.
► Better definition on how SEM can be integrated into
the NHS could result in more successful SEM NHS
services and increased funding into SEM, allowing
the healthcare system to benefit more from the
services SEM can offer.
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Current relationship between SEM and the NHS
The Faculty of Sport and Exercise Medicine (FSEM) pro-
motes SEM as a cost-effective approach to the prevention
andmanagement of illness and injury and is calling for an
increase in SEM consultants in the NHS.11 In support of
this, one study found that 93% of the clinicians surveyed
felt that there was a role for SEM in the NHS.12 Given the
training and expertise of SEM consultants, they may be
considered well placed to aid the NHS in dealing with
high levels of physical inactivity, and the burden placed
on the system bymusculoskeletal (MSK) issues.11 Current
NHS SEM services have been shown to reduce surgical
interventions, reduce the number of scans requested and
improve patient satisfaction, and can therefore be bene-
ficial to the NHS.13
To establish a mutually beneficial relationship, more
clarity is needed over the role of SEM in the NHS. The
need to better define how SEM fits into the NHS has been
raised for many years.3 7 14 Though several case studies
highlight examples of integration across the UK, more
research is needed to explore how SEM can be better
integrated into the NHS.13 As such, this study aims to
explore what individuals working in SEM think about
what services an NHS-based SEM clinic could provide
that would be of most value, and the barriers to creating
and integrating such a service within the NHS.
METHODS
A qualitative approach using semi-structured interviews
was used in this study. Research ethics approval was
granted from the Faculty of Medicine and Health
Sciences Research Ethics Committee, University of Not-
tingham (reference: 212-1802; 12 February 2018).
Participants and recruitment
Stakeholder groups were defined based on identifying
individuals with experience and knowledge of the speci-
ality of SEM, and of working in theNHS. Participants were
recruited (February–April 2018) from these stakeholder
groups subject to the inclusion criteria (table 1) using
purposive sampling by email.15
Data collection
The interview schedule is provided in figure 2. Each
participant was given a unique anonymised code. These
data were recorded in a key file with the participant
speciality (ie, the stakeholder group interviewees’ belong
to). No other personal data were recorded. All interviews
were conducted by the lead author and digitally audio
Table 1 Inclusion criteria for the study
1. Belong to a stakeholder group (as per table 2)
2. Have actively worked in SEM, including: SEM clinics,
elite sport, public health, with more than 3 years
experience working in SEM or working with SEM
practitioners
3. Have had more than 5 years experience working in the
NHS
NHS, National Health Service; SEM, sport and exercise medicine.
Figure 1 Key aspects involved in speciality training curriculum for SEM in the UK.4 MSK, musculoskeletal; SEM, Sport and
Exercise Medicine.
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recorded. All recordings were transcribed verbatim. Any
identifiable information discussed during the interviews
were redacted from the transcripts. Interviews continued
until data saturation was reached.16 17
Data analysis
An inductive thematic analysis approach was taken to ana-
lyse the interview transcripts.18 In terms of epistemology,
a realist approach was adopted as the research team
believed there was likely to be a single truth in answer of
the objectives, in keeping with the realist paradigm.19 Braun
and Clarke’s six-step process was followed and used to
extract meaning and concepts from the data in order to
identify patterns, and ultimately generate themes, which
were managed using Trello software (version 3.40).20 21 To
ensure reliability, twomembers of the research team started
the coding process by reading, five (33%) randomly
selected interview transcripts separately and discussed their
coding decisions together, working through differences of
opinion until a consensus wasmade. A reflective journal was
kept to determine the extent to which thoughts and obser-
vations were data-driven and without researcher influence,
in order to manage unconscious bias. Once all interviews
had been coded and themes had been finalised, five ran-
domly selected transcripts were given to the same reviewers
to code to check whether extracts represented the themes
appropriately. There was a 79% similarity. A result of over
70% has previously been deemed acceptable.22
RESULTS
Demographic information
Seven stakeholder groups were identified (table 2). Six-
teen individuals were invited to participate in the study,
and 15 participated (93%) covering all stakeholder
groups. The interviews lasted 23 min 10 s on average,
ranging from 14min 38 s to 31min 03 s. The stakeholders
included 4 female and 11 males with an average age of 41
(range 34–47) years. They were all working in the UK.
Interview results from consultants and teaching staff
Five themes and 15 subthemes were identified from the
transcripts (table 3).
1. Roles believed to be key to being an SEM clinician
1(a) Demonstrate clinical leadership
Clinical leadership was brought up in the context of
incorporating MSK services into the NHS, either through
Clinical Commissioning Groups (CCGs) or by showing
leadership.
Table 3 Themes and subthemes
Refined themes Subthemes
1. Roles believed to be key to
being an SEM clinician
1(a) Demonstrate clinical
leadership (7)





activity (PA) education (10)
2. Services SEM clinics can
offer that would provide the
most value to the NHS
2(a) Management of MSK




3. Sources that SEM clinics
receive referrals from
(not included in full as deemed





4. Clinicians’ recognise there
are common barriers to setting
up an SEM clinic
4(a) Resistance from
management (8)
4(b) Conflict with other
specialities (9)
4(c) Lack of awareness of
the speciality (15)
5. Learning points for setting
up SEM clinics





5(b) Meeting with the ‘right’
influencers (4)
In brackets is the number of participants that mentioned the sub-
theme.
A&E, accident and emergency; GP, General practitioner; MSK,
musculoskeletal; NHS, National Health Service; SEM, sport and
exercise medicine.
Table 2 The seven stakeholder groups and number of
participants per group
Stakeholder group Participants (n)
1. Accident and emergency doctors
with an SEM interest
2
2. SEM registrars 2
3. General practitioners with extended
role in MSK
1
4. MSK radiologists 2
5. Orthopaedic surgeons 2
6. Physiotherapists 2
7. SEM consultants 4
MSK, musculoskeletal; SEM, sport and exercise medicine.
Figure 2 Interview guide used for every interview. SEM, sport
and exercise medicine.
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The work could be within CCGs looking at trans-
forming outdated systems and medical manage-
ment into streamlining conservative treatment of
MSK issues. Participant 8.
SEM doctors should ‘be able to show medical leader-
ship within MSK medicine’ (participant 5).
1(b) Experts in MSK medicine
MSK medicine was identified by all participants as
a critical service that should be provided by SEM clinics
in order to add value to the NHS.
MSK medicine is a vital part of SEM clinics, provid-
ing knowledge of MSK injuries and the skill to
assess, diagnose and treat. Participant 9
1(c) Perform MSK ultrasound
All participants also identified MSK ultrasound as
a service, SEM clinics should offer.
We do diagnostic ultrasound, it saves the patient
having to go through a radiology department. Par-
ticipant 13
The ability of SEM clinicians to manage MSK issues and
be able to also use ultrasound to aid with diagnosis and
treatment (via ultrasound-guided injections) was seen as
valuable by nine participants, with one participant describ-
ing an SEM clinic as a ‘one-stop shop’ (participant 7).
1(d) Provide physical activity (PA) education
Various participants maintained that SEM clinicians
should be involved in providing and promoting educa-
tion regarding PA.
The advice regarding PA, I think there’s a massive
need for this going forward. Participant 11.
However, the best way for SEM clinicians to promote PA
was unclear.
I think there are different ways of promoting PA—
do you need a separate clinic? I’m still myself trying
to work out how it will work as a job role for a SEM
doctor. Participant 9
In regard to how best exercise medicine should be
promoted, several participants mentioned it should be
done as part of wide-spread public health initiatives and
that large organisations are already taking lead on this.
There’s a definite role for exercise medicine in
public health. Participant 6.
The Faculty {FSEM} have taken on the role of edu-
cating on PA. Participant 8
2. Services SEM clinics can offer that would provide the most
value to the NHS
The management of non-surgical MSK injuries (both
acute and chronic) and concussion were highlighted as
the two key areas in which SEM could add the most value
to the NHS.
2(a) Management of MSK injuries (acute and chronic)
Regarding the management of MSK injuries, one partici-
pant highlighted the challenges of managing acute MSK
issues in accident and emergency (A&E) settings owing to
time pressures.
It is very difficult to fully assess MSK injuries’ and
that it was a good idea to ‘have a clinic to follow that
up because people have got more dedicated time.
Participant 14
2(b) Management of concussion
Concussion was flagged up by over half of the participants
as an opportunity to incorporate SEM into the NHS.
Many highlighted the poor knowledge around concus-
sion management and that concussion clinics ‘could be
an extra service that an SEM Consultant would be well
trained to deliver’ (participant 6).
In the next 10years, we’ll see more NHS Concussion
Clinics. Participant 8
4. Clinicians’ recognise there are common barriers to setting
up an SEM clinic
4(a) Resistance from management
When asked, over half of the participants posited that
managers were one of the biggest barriers to integrating
SEM services into the NHS. It was felt that managers are
under increasing financial strain and they
would have thought sports would have to be rationed
for more serious medical conditions. Participant 13
The majority of participants reiterated the idea that it
can be ‘difficult to innovate’ (participant 3) within hospi-
tal settings and getting managerial approval for creating
change in hospitals can be difficult.
A lot of the NHS is resistant to change and because
SEM is still quite new, there are already a number of
established pathways. Participant 15
4(b) Conflict with other specialities
Several participants commented on the concept of SEM
being perceived as encroaching onto other specialities
and ‘pinching work’, which may result in other special-
ities being ‘resistant to us’ (participant 11).
For example, with ultrasound, we may be taking
away from interventional radiology. Participant 12
Radiology and orthopaedics were singled out as the two
specialities most likely to be affected by this issue.
People are worried about their own specialty so that
would be orthopaedic surgeons, physios, radiologists
who don’t want to be de-skilled or lose the areas of
interest that they have themselves. Participant 1.
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4(c) Lack of awareness of the speciality
The lack of awareness of the SEM speciality was commen-
ted on by several participants as a barrier to integrating it
into the NHS.
I think it’s lack of familiarity because people won’t
know what you can do and what you can offer.’
Participant 4
Most health professionals are ‘unaware of the specialty
(participant 10).
SEM does not have ‘an identity as to where they sit
(participant 3).
It was mentioned that if potential sources of referrals to
SEM clinics have a lack of awareness of the speciality will
result in a lack of engagement with the SEM service.
Potential sources of referrals ‘don’t really know what
they should be referring’ (participant 15).
5. Leaning points for setting up SEM clinics
5(a) Increasing awareness of SEM
Participants provided solutions for many of the identified
barriers which included education of a range of stake-
holders and referring professionals.
few people know SEM services exist and even less
know what sort of things and patients should be
referred to them. Participant 9
5(b) Meeting with the ‘right’ influencers
In addition, when setting up a service, advice from one of
the participants includedmeeting themedical director to
ensure the issue is being discussed with the right
influencers.
it was a big learning experience for me. . . if I was to
do it again I would want the big influential people
on board from the get go.’Participant 1
DISCUSSION
This research has provided three key findings. First, the
key services that SEM clinics can offer the NHS are in the
management of MSK injuries and concussion. Second,
the main barriers to setting up a SEM clinic are getting
managerial agreement, conflict with other specialities
and a lack of awareness of the speciality. Third, the main
perceived solution to reducing the impact of the identi-
fied barriers is to improve education among the medical
profession about the speciality of SEM.
Defining a place for SEM in the NHS
The management of MSK injuries and concussion were
highlighted as the two key areas in which SEM services can
provide useful services to the NHS. Regarding MSK inju-
ries, this includes both acute injuries usually presenting
via A&E, and chronic injuries usually presenting via gen-
eral practice. The benefit of utilisingMSK ultrasound and
injection therapies in the management of MSK injuries
was also identified by several stakeholders as a key service
that SEM clinics can provide. MSK consultations are
thought to account for nearly 30% of all general practice
consultations with nearly 82% not requiring surgery.23 24
These patients will therefore typically re-present in gen-
eral practice recurrently which is an inefficient use of
NHS resources.14 SEM consultants play a key role here
in non-surgical management, enabling cost-saving and
improved pathways for patients.13 Regarding the presen-
tation of acute injuries, A&E departments are notoriously
time pressured and overworked.25 26 Fundamentally,
A&E does not have enough time to assess acute injuries
thoroughly, and the acute swelling post injurymeans A&E
potentially is not the ideal setting to assess certain inju-
ries. Given that 7.7% of A&E attendances are directly
related to playing sport, SEM clinicsmay result in reduced
workload for overstretched A&E services without the
need to outsource to private care.27
Concussion is well covered on a SEM syllabus and the
management of concussion was also highlighted as a key
service that SEM clinics could provide.4 Concussion is also
a common presentation, and given the majority of GPs
and A&E doctors do not feel confident in how to manage
it, this is an area that SEM clinics could help relieve
pressure from overloaded departments.28–31
SEM, exercise medicine and the NHS
Physical inactivity costs the UK economy over £7.4 billion
a year.32 To begin to address this, FSEM recently
launched ‘Moving Medicine’, a website designed to sup-
port healthcare professionals integrate PA advice into
clinical practice.33 For the day-to-day clinical work of
a SEM doctor, it is unclear exactly what an exercise med-
icine service within the NHS could, or should, look like,
and whether SEM clinics should facilitate exercise medi-
cine. The value of exercisemedicine is not being debated,
rather the question is regarding the most effective
method and setting for delivering it.34 While it is always
essential to provide brief PA advice where appropriate as
perNICE guidance, the findings of this study suggest SEM
clinics may not be the most effective setting for having
a heavy exercise medicine focus.35 SEM clinicians of
course have a responsibility to promote, integrate and
facilitate exercise as medicine within society and the
healthcare system. However, exercise medicine may be
best dealt with through public health initiatives to pro-
mote both individual and population-level change rather
than through individual-level behaviour change pro-
moted through SEM clinics, an idea that has been high-
lighted previously.36
Key barriers to integrating SEM into the NHS
The need for SEM to build collaborative relationships with
other specialities was highlighted in this study and has been
emphasised previously.24 37 Caution should be applied to
not cross the boundaries of other specialities, but instead
take a cooperative approach and explain how SEM can add
value. Another major barrier appeared to be awareness of
the speciality among other medical professionals. If the
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knowledge of the speciality is poor, it is hard to cultivate
a reputation, resulting in SEM clinics not receiving refer-
rals that should have been sent to the service.
What are the next steps?
The findings of this study have highlighted a key solution to
better incorporating SEM into the NHS is to improve edu-
cation about SEM among the medical profession, a finding
supported by previous studies.12 38 It is unsurprising that
other professions have a lack of knowledge about the SEM
speciality, particularly in relation to how it works as
a speciality within the NHS, when the speciality itself
appears to not have clear definitions over its place in health-
care. SEM urgently needs to confirm its identity within
the NHS.
Despite the barriers mentioned in this study, several
SEM services are already in place.13 It is important to
ensure that the value of SEM clinics is observed and
documented to ensure they continue to be funded by
the NHS. Otherwise, we risk the NHS not benefitting
from the services that SEM clinics can offer.
Strengths and limitations
This study had several strengths including a high inter-
rater reliability to ensure trustworthiness of coding,
achieving data saturation (despite a limited number of
interviews conducted) and utilising a qualitative design
to uncover insightful data. As ever, there were limita-
tions such as the potential influence of the interviewer
on data collection and analysis. A reflective journal was
kept to minimise this. Interview participants were
selected depending on them being viewed as
a stakeholder by the research team and was therefore
open to selection bias. It may have been beneficial to get
the views of other SEM-related specialities such as podia-
trist, chiropractors and osteopaths. In addition, opi-
nions could be explored from individuals that work
outside of the NHS, policymakers or government fig-
ures. It would have also been of benefit to interview
patients that had attended SEM clinics to explore what
they thought of the services they had received. Future
studies could consider seeking opinions from a broader
range of stakeholders.
CONCLUSION
This study has provided data that supports the manage-
ment of MSK injuries and concussion as the two key areas
in which SEM clinics can offer valuable services to the NHS.
The management of these two areas should be targeted as
the ‘unique selling point’ of SEM clinics, ideally with the
ability to provide MSK ultrasound and injection therapies.
These clinicians felt that it is more important for SEM
clinics to prioritise these services over exercise medicine,
which, while highly important for SEM and public health,
should be dealt with at a public health, population-based
level rather than have a heavy focus in SEM clinics. The
perceived barriers to SEM clinics being created were lack of
knowledge regarding the speciality from potential referral
sources, potential conflict with other specialities, and gain-
ing support from management. This preliminary research
can be used to guide further studies exploring how best to
integrate SEM into the NHS. If the successful integration of
SEM into the NHS is not widely achieved, we risk the NHS
not receiving all the benefits that SEM can provide.
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